P
sychiatric rehabilitation services aim to reduce functional impairment in those with complex and enduring mental illness by enabling the development of emotional, social and vocational skills, improving illness management, and enhancing personal autonomy and independence, in order to maximise quality of life. [1] [2] [3] [4] Rehabilitation services typically employ multidimensional interventions, are patient-centered and recovery-focused, with the ultimate goal of achieving successful reintegration into the community in a setting and societal role chosen by the individual. 5, 6 Patients in UK psychiatric rehabilitation settings include those with severe and enduring mental illnesses, both psychotic and non-psychotic disorders. They represent a 'low volume, high needs, high cost' group with difficult-to-treat illness and frequent comorbidity, who often require longer admissions and ongoing specialist mental health support to successfully live in the community after discharge. 2, 3, 7 Patients are often referred to rehabilitation services when their complex mental health needs mean they cannot be successfully discharged from an acute ward while further progress seems unlikely, at least in the time frame that these services operate to. They are typically unable to progress in their recovery and require intensive support, often in a structured environment, to overcome their disabilities, or are transitioning from a more-to a less-supportive environment. 7 This often also includes the repatriation of 'out-ofarea' placements to local services that are usually less restrictive and more independent. 8 UK Government policy highlights the need for accountability and transparency in healthcare delivery with a focus on outcomes that are meaningful to both the patient and the clinician. Patients with severe and enduring mental illness often require recovery-focused inpatient rehabilitation in order to improve functional impairment and successfully reintegrate into the community. Here, the authors describe a case note audit of patients admitted to a rehabilitation unit over a two-year period to establish how many patients were successfully discharged back into the community and what the vocational reintegration outcomes were. The study highlights the crucial need for evaluating these outcomes in order to guide future practice and improve care quality. Rehabilitation outcome-related factors were based on national guidelines (see Table 1 ). 3, 13 Demographic, clinical and legal characteristics Twenty three female and thirty male patients were admitted to the inpatient rehabilitation service across the two units during the audit periods ( Table 2 ). The majority (68%) were admitted from the acute psychiatric inpatient unit. A minority, three (13%) female and seven (23%) male patients were repatriated from out-of-area placements. Other referral sources included 'step down' from forensic inpatient rehabilitation units and 'step up' from the community.
Most patients were Caucasian (83%), women were older (mean age: female, 36 years; male, 31 years). Of the 19 female and 25 male patients who were discharged by the time of the audit (to either acute inpatient or community setting), median length of stay was 128 days (range 38-469) for female and 164 days (range 3-482) for male patients. The most common primary psychiatric diagnosis was schizophrenia and related psychoses (58%). More female than male patients (35% versus 10%) had a primary diagnosis of personality disorder (see Table 3 ). Substance misuse was not formally coded as a diagnosis, but included in the risk profile (see below section).
Thirteen of 23 (57%) female and 12 of 30 (40%) male patients had a history of three or more previous acute psychiatric admissions. For 3 of 23 (13%) female and 9 of 30 (30%) male patients the period of rehabilitation formed part of their first admission. Just over a third (39.1%) of female and half (50.0%) of male patients were detained under the Mental Health Act (1983).
Prescribing patterns
At the points of admission and discharge the majority of patients were prescribed two or more psychotropic medicines, indeed polypharmacy rates increased over the admission period (admission: 62%, discharge: 66%). Antipsychotic polypharmacy was more common in male compared with female patients (see Table 4 ).
Five of the nine (56%) female, and 14 of 21 (67%) male patients with schizophrenia met the criteria for treatment resistance, defined as 'failure to respond adequately to treatment despite sequential use of adequate doses of two or more antipsychotic drugs' (NICE 2014), and were eligible for clozapine use. Of the female patients with treatment-resistant schizophrenia, three (33%) were prescribed clozapine (two initiated during the admission). For those who had not been prescribed clozapine no clear reasons were documented. In addition, clozapine was prescribed for a further three female patients (two initiated during the admission) with difficult-to-treat emotionally unstable personality disorder. Of the male patients with treatment-resistant schizophrenia, eight (57%) were prescribed clozapine (two initiated during the admission).
For those who had not been prescribed clozapine, four (29%) 31 (12) 36 (14) 33 (13) 
* Excluding 5 still rehabilitation inpatients ** Excluding 3 still rehabilitation inpatients, and 1 deceased *** Excluding 8 still rehabilitation inpatients and 1 deceased Table 3 . Demographic, clinical and legal characteristics patients had documented reasons of refusal and/or poor compliance. Depot antipsychotic medication was prescribed for three female patients (two with a diagnosis of schizophrenia and related psychoses and one with bipolar affective disorder), and six male patients with diagnoses of schizophrenia and related psychoses. Documented reasons for depot antipsychotic prescription were poor compliance with oral medication.
Risk profile
The most common documented historical risk types for female patients were aggression (78%), followed by self-harm (65%), self-neg l e c t ( 6 1 % ) , m e d i c a t i o n non-concordance (52%), substance misuse (52%), and vulnerability to exploitation by others (44%). For male patients, the most common identified historical risk types were violence to others (83%), followed by medication non-concordance (63.3%), substance misuse (60%), self-neglect (57%), and self-harm (50%). Active risk behaviours included mainly self-neglect, selfharm, illicit drug seeking behaviour and medication non-concordance.
Outcome-related factors Discharge placement
At the time of audit 35 of 53 (66%) patients had been discharged from the inpatient service to the community. Of these, 20 (57%) patients were discharged to a supported accommodation setting, and 15 (42%) discharged to independent living arrangements (mainly with additional support). Fifteen of 53 (15%) patients were transferred back to the acute psychiatric inpatient unit during their inpatient admission to the rehabilitation service due to an increase in their risk that could not be managed safely within the rehabilitation ward setting, one (2%) patient was transferred to a locked rehabilitation unit, and one (2%) female patient died during the audit period (see Table 5 ).
Readmissions
Of the patients discharged to the community during the audit period (15 female and 20 male), 12 (80%) female and 15 (75%) male patients had no further psychiatric admissions. Of those patients readmitted to a psychiatric hospital following (50) 5 (22) 18 (78) 20 ( (48) 13 (52) 3 (16) 16 (84) 15 (34) 29 (66) Antipsychotic medication 18 (60) 6 (20) 17 (74) 4 (17) 35 (66) 10 (19) At the time of discharge (excluding those still inpatients/deceased)
One Two or more
14 (56) 6 (24) 16 (84) 1 (5) 30 (68) (26) 3 (13) 4 (7) 1 (2) 14 (26) 9 (17) 
Readmission rate
Of patients discharged to the community, three (20%) female and three (15%) male patients had had one or more readmission to a psychiatric hospital within 12 months.
Vocational rehabilitation
Of patients discharged to the community, only two (13%) female, and three (15%) male patients were engaged in voluntary work or education. Four (20%) discharged male patients who were unemployed at the time of audit were documented to be actively applying for paid employment.
Discussion
Evaluating psychiatric rehabilitation ser vice outcomes is complicated by a multitude of factors that include illness heterogeneity and the diversity of treatm e n t s e m p l o y e d i n t h e rehabilitation process, 1 as well as current attempts to achieve individual ised recovery targets that will, by definition, differ from patient to patient. Disentangling what single or combination of interventions makes a difference remains a challenge. Quite apart from the focus on the needs of the individual, an inevitable purpose of recovery is to reduce service utilisation. 1 The majority of our patients were successfully discharged to a less supported community-based setting during the audit period with only a minority readmitted to an acute psychiatric inpatient unit. However, limitations of the audit included the lack of a comparison group, the small sample size, under-representation of ethnic minority patients, and modest length of follow-up.
Factors that cause, or are markers of, a less favourable outcome in psychiatric rehabilitation patients include medication nonadherence (linked frequently with lack of insight or denial of illness), 14 challenging behaviour such as aggression and self-harm, treatment with high-dose antipsychotic medication, antipsychotic poly pharmacy, and previous care in forensic psychiatric services, reflecting the complexity and treatment-resistant nature of this patient group 15 features that were seen in our patient population.
Polypharmacy was common amongst our audited population, and similar to national UK figures . [16] [17] [18] [19] The use of combined antipsychotic treatment is strongly discouraged (except for short changeover periods) due to an increased side-effect burden and a general lack of evidence for efficacy (although there is some evidence suggesting a modest benefit in certain exceptional clinical circumstances). 17, 20, 21 Reasons for combined antipsychotic medication use frequently include incomplete medication changeover due to symptom improvement, the addition of a second antipsychotic to long-term maintenance treatment in the context of acute relapse, and as a measure to reduce side-effects by using lower doses whilst achieving therapeutic benefit. 22 New clozapine use in eligible patients included in this audit was low. Clozapine has superior efficacy compared with other antipsychotic medication in treatment-resistant schizophrenia and can significantly improve functioning and quality of life. 23 Despite this, underutilisation and delayed initiation of clozapine in this patient population remains a problem. 16, 24 Possible reasons for this include clinicianrelated (negative attitudes/beliefs and lack of experience), and patient-related factors (poor compliance and refusal). 24, 25 In contrast to less favourable outcome predictors, predictors of a positive outcome include psychiatric rehabilitation admission within the first 10 years of psychotic illness that suggests that earlier engagement, or the patient who is willing to engage early, is likely to have a more positive outcome. 14, 15 A proportion of our patients (13% female and 30% male) were in their first episode of illness, a factor that may have contributed positively to outcomes in terms of successful 'move on' to the community. Outcomes for vocational reintegration were less favourable, with only a minority of patients engaged in voluntary work or education, and no patients engaged in paid employment. Recovery is likely to increase a patient's chances of securing employment, while employment is associated with a positive effect on mental health, promoting the process of recovery through fostering pride and self-esteem, giving meaning and purpose and a sense of achievement, and providing structure to daily living. 26, 27 However, unemployment rates amongst those with long-term mental health disabilities remain high. 28 Premorbid factors such as education and employment history, illness-related factors such as negative symptoms, comorbidity and the need for frequent hospitalisation, social factors such as stigma and poor interpersonal skills, and environment-related factors such as low expectations, underestimation and/or underutilisation of skills, and restricted work project opportunities, are all likely to play a role. [27] [28] [29] [30] [31] [32] [33] [34] Vocational support programmes that include inter agency collaboration and adhere to the individual placement and support (IPS) model with the use of an integrated community employment specialist, have been shown to be most effective in helping those with mental health disabilities gain and sustain employment, and should form part of any psychiatric rehabilitation service. 35 
Conclusion
Ongoing investment in local psychiatric rehabilitation services is needed to reduce the need for prolonged hospital inpatient stays and out-of-area placements in those with complex mental health needs. A failure to invest in and provide these can have a negative impact on both patients and clinical organisations. 36 There is a crucial need to identify nationally agreed meaningful service and patient-centred outcome measures that also involve carers, as well as to evaluate the impact of various rehabilitative interventions in order to guide future practice and service design and improve quality of care.
In our own service, at the time of audit, we were reviewing our rehabilitation pathway and discharge planning process with input from patients and carers, and started to introduce Royal College of Psychiatrists' recommended outcome measures. 10, 13, 37 We were also working closely with the local Trust funding panel to effectively identify cases for repatriation, and were working with the acute inpatient service to improve early identification of patients requiring rehabilitation in order to reduce delayed discharges. 
Dr Kelbrick is a Specialty

Declaration of interests
Marlene Kelbrick owns shares in GSK.
